Health care workers (HCW) in developing countries confronted with human cases of 69 suspected or confirmed rabies are not entirely helpless and their role remains essential. We 70 wish to remind readers of the specificities of managing rabies cases in the developing setting.
71
Diagnosis remains a priority when rabies PEP has been undertaken and failed. 2 Other people 72 potentially exposed to the same animal and those among the relatives and the healthcare 73 workers who would require PEP must quickly be identified. In approximately 20% of cases, a 74 "paralytic" presentation resembling Guillain-Barré syndrome will require little intervention 75 on the part of the clinical team. In most (80%) of cases, human rabies, febrile or otherwise, 76 will have a "furious" rabies presentation. 18, 19 Although the patient will most likely die, Treating fever by sponging may not be tolerated by a "furious" rabies patient, but alternating 104 or combined ibuprofen and paracetamol (also called acetaminophen) by non-oral routes 105 (intravenous, injectable or intrarectal) in patients with hydrophobia may provide some relief 106 by somewhat abating fever if it is present. 31 Unfortunately, these drugs are often not available 107 in injectable form in the developing setting 26 and intrarectal paracetamol/acetaminophen 108 does not effectively provide analgesia in the short-term [32] [33] [34] . 109 Physical restraint is often used by health care teams who fear that rabid patients may harm 110 them or themselves. It may be useful to prevent infusion displacement or self-harm, but 111 should be used sparingly as it stimulates agitated patients. Restraints may be loosened as soon 112 as patients become sedated/more calm. After prompt albeit limited medical intervention has 113 offered whatever relief it can, local beliefs and economic constraints must be taken into 114 account, in agreement with the patient if possible and the family. In Cambodia, for instance, 115 the patient is usually sent home, preferably alive so that religious rites can be administered 116 and the family not be burdened with the added cost of returning home with a cadaver, which 117 is usually much more costly than with even a moribund patient. Planning for transport may 118 lead to preferring non-intravenous administration routes.
119
In developing countries -as probably elsewhere -HCW are fearful of contracting rabies 120 during care. Furthermore, whatever available health care is usually delivered in the first few 121 days or hours by family members potentially exposed to body fluids and without personal 122 protective equipment. Although the risk of transmission from human to human is considered 123 nil 35 , their concerns must be addressed and they must be offered PEP (targeting Category 124 II) 36 following exposure to a human rabies case. 1,10 This will help ensure they continue to 125 provide the best available care to suspected rabies patients.
126
The situation of many developing countries is well illustrated by that of Cambodia, a highly 127 enzootic country where only three PEP centers are freely accessible to the public. 16 Much
